Lab Form 97 LDH-OPH Laboratory Revision 07/2019
Test Request Form
MYCOBACTERIOLOGY

BOLD PRINT INDICATES REQUIRED INFORMATION. INCOMPLETE INFORMATION MAY CAUSE SPECIMEN REJECTION.

Patient Information
First Name:

Gender: DMaIe DFemaIe

Last Name: Middle Initial: Date of Birth:

Address: City:
State: Zipcode: Parish:
Patient ID Number or Second Identifier
(Affix Label)
Patient ID Number or Second Identifier
(Affix Label or Enter Number/ldentifier)

Specimen Information For test information, see www.dhh.la.gov/lab_or email questions to oph.publichealthlab@la.gov

Date of Collection: / /i Time of Collection: I

Test Requested: Specimen Source: Submitted On (Isolates only):

D AFB Smear Only D AFB Isolate Identification D Sputum D LJ

D AFB Smear and Culture D AFB Susceptibility D BAL D MGIT Broth

[ smenaar [ other [ other
(*Requires preauthorization by the Specify Specify
Laboratory: 225-219-5253) Inoculation Date:

Shipping Date: Direct specimen must be shipped refrigerated.

Reason for Examination: Patient Type: Antibiotics (name if applicable):

D Diagnosis D New Suspect D None

D Follow-up D Known Active Case D Recent

Month of follow-up D Contact D Current

Submitter Information If you know your StarLims Facility Identification Number, enter it here.
Facility Name: Optional - Facility Stamp

Facility Address:

Ordering Provider:

Contact Person:

Phone/Fax: /

Ship Specimens to LDH-OPH Central Lab, 1209 Leesville Avenue, Baton Rouge, LA 70802

TO BE COMPLETED BY STATE LABORATORY
LABORATORY NUMBER: TEMPERATURE: DATE/TIME RECEIVED:

OPH Lab Form 97 - Mycobacteriology




